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used on both occasions. Secondly, there is the difficulty in establishing the presence of malignant change prior to surgery in apparently benign villous tumours. Failure to 'lift off'with adrenaline saline infiltration may alert suspicions at operation which can be confirmed by frozen sections. Finally, what justification is theie for a second local excision of a known carcinoma, and what are the chances of there being lymph node involvement? Regional lymph node metastases from malignant change in a villous tumour are unlikely (Wood & Wilkie 1933) . Furthermore, if a primary carcinoma of the rectum is without lymphatic spread then the chances are that any local recurrences are similarly free (Pemberton 1972) . In any event, once regional node involvement has occurred even extensive surgery is unlikely to modify the course of the disease (Crile & Turnbull 1972) . In view of these factors it was felt justifiable to limit the second operation to a further local excision. History: At birth this patient was noted to be passing meconium through the vagina and was diagnosed as a case of ectopic vaginal anus. Initially this was treated by a 'cut back' procedure. During childhood she suffered from recurrent abdominal discomfort, constipation and perianal soiling.
When first seen at St Bartholomew's Hospital at the age of 20, it was explained to the patient that the rectum entered the vagina; if she were to have children she would be likely to become totally incontinent; a further surgical procedure was advised.
Operation: The patient underwent a staged procedure: (1) defunctioning transverse colostomy; three weeks later (2) abdomino-perineal rectoplasty (Swenson type); and three months later (3) closure ofcolostomy. 'Present address: Hillingdon Hospital, Hillingdon, Middlesex
Comment
The incidence of congenital malformations of the anus and rectum is said to be one in 5000 births, though some authorities (Louw 1965) say as high as 1 in 1800. Many classifications have been propounded to explain these conditions, some based on anatomical grounds, others on an embryological basis. Confusion exists because some of the accepted embryological concepts of Tourneux (1894) and Rathke do not explain entirely satisfactorily how these malformations can arise; and because of the relatively recent recognition of the importance of the puborectalis sling. The most recent classification agreed in Melbourne in 1970 on terminology is an anatomical one avoiding any controversial embryology (Stephens & Smith 1971) .
In the case of supralevator anomalies, as in the present patient, the puborectalis and pubovaginalis are usually continuous and caudal to any fistula. This puborectalis sling makes reconstructive surgery possible, although there may well be associated abnormal development of the internal or external sphincters or both. The importance of this puborectalis sling in maintaining the anorectal angle has led many authors to base their arguments in favour of a staged procedure in the surgical treatment of high rectovaginal fistulb. This involves a transverse colostomy at birth followed by rectoplasty three to twelve months later. Before the definitive rectoplasty preoperative dilatation of the puborectalis sling is carried out allowing time for its development and to gain some idea of how continent the patient is likely to be. 
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